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In this issue of HPB, Honoré et al.1 describe a series of three
patients who developed a persistent biliary fistula due to an
excluded segmental bile duct following hepatic resection. Several
features stand out from the current series; (i) the rarity of this
complication with all reported series being less than four patients
with an incidence of 0.16–0.4%2–5, although the true incidence in
this series is unknown, given that two of the three patients in this
report were referrals from other institutions; (ii) the extensive and
prolonged morbidity encountered by these patients from what
started as routine hepatectomies; (iii) the prolonged delay in diag-
nosis and definitive management.
So what can we learn from this small but important series?
Biliary fistula post hepatic surgery are relatively common (6%
in the current series1) and are usually easily treated with decom-
pression of the main biliary tree. However, the presence of a per-
sistent biliary fistula or failure to demonstrate communication of
the main biliary tree with the fistula should indicate an excluded
segmental bile duct until proved otherwise. In this situation cross
sectional imaging techniques (computed tomography or magnetic
resonance cholangiography) may be useful but a simple fistulo-
gram is most likely to confirm the diagnosis.
Subsequent to the diagnosis it would appear even from the
small number of reported cases1–5 that conservative management
is doomed to failure1–5 and a definitive intervention to remove /
obliterate the residual hepatic remnant contributing to the
excluded segmental bile duct is necessary. Given the difficulty
associated with such surgery (range of blood loss 450–2300 mls,
range of operative time 310–465 mins )1 it would seem logical that
patients with such a diagnosis should be transferred to units with
a large experience in redo hepatic resection. Although the authors
of the current series1 advocate surgery, it should be noted that
others3,5 have achieved success with ethanol or fibrin glue injec-
tion into the biliary tree. Whether sequential embolisation of the
arterial and venous supply to the offending segment to reduce the
bile output prior to these occlusion techniques will help to
improve closure rates remains to be seen.
If surgery is contemplated then a clear picture of the pre-
operative and intra-operative anatomy would appear to be criti-
cal. Intra-operative ultrasound can be used to map important
intra-hepatic landmarks1. In one patient of the current series,
pre-operative embolisation of the segmental artery and portal
vein were performed but the authors do not comment whether the
associated atrophy helped demarcate the ideal resection plane.
Although not described for the current problem6 the usefulness of
methylene blue via the biliary fistula to assist in demarcation of
the segment to be resected could also be considered.
Although few hepatic surgeons will encounter such an
extremely rare and devastating complication within their career
the importance of early recognition and definitive appropriate
management cannot be underestimated.
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